A recent report from the Royal College of Psychiatrists has called for greater parity between mental and physical health. 1 Central to this call is the concept of inequity, and under funding for mental health, with a specific emphasis on access to care and a reduction in the "mental health treatment gap". Support for such a call is emphasized by data from a recently published study documenting trends in life expectancy for psychiatric patients compared to a non psychiatric population -specifically that the life expectancy gap has increased for both male and female psychiatric patients i.e. that years lived are less for a psychiatric population, with the gap increasing between the 1985 and 2005. 2 These findings were noteworthy in that physical illness accounted for 77.7% of excess death in psychiatric patients, with suicide accounting for 13.9%. The suggestion is thus that resources for mental health need to include those for physical health.
One of the core components required is funding which ultimately speaks to resource allocation. The underfunding of psychiatric and related services potentially represents a form of stigma (which I choose to call "structural/institutional") that fails to recognize the resource requirements necessary to provide a holistic service for those who are mentally ill. A South African study reported on such inequity within the context of funding for psychiatric services relative to extent of clinical service delivery in a general hospital settingdocumenting significant under funding. 3 Most recently the South African Department of Health told the South African parliament that three quarters of people with mental illness in South Africa receive inadequate care. 4 An existing physician charter related to medical professionalism calls for "Commitment to improving access to care" as one of its "professional responsibilities" whereby "Physicians must individually and collectively strive to reduce barriers to equitable health care." 5 Leadership is key in driving a process of achieving equity, both as individual professionals and as members of cohesive and representative professional bodies. The idea of mental health leadership to address institutional stigma is not novel, and organizations such as the Centre for Global Mental Health (who will be hosting their inaugural Forum in September 2013) are active in their pursuit of achieving parity between mental and physical health http://www.centreforglobalmentalhealth.org/.
Whilst such an organization brings a much needed focus, it is at a local level where the struggle is both acutely felt and needing to be addressed. The current editorial seeks to raise the issue of mental health leadership, as well as consider such an initiative funded by the pharmaceutical industry whichwithin the context of corporate social investment -constitutes a public-private partnership emanating from within the public sector but funded by the private sector. The relationship between the pharmaceutical industry and physicians is one that requires careful consideration, specifically to ensure that at the heart of all such interactions patient care is central. 6 A cynical view would be that no industry agendas can be truly altruistic as they occur within the context of profit. However, there may be exceptions. One such example would be where a pharmaceutical company initiates and promotes programmes that seek to facilitate government spending on mental health -with equitable access to care being a case in point. Prejudice against psychiatric patients is an age old phenomenon, and notwithstanding an increasing emphasis on human rights with an entrenchment of such rights in law, stigma remains. 7, 8 This can take numerous forms, the most obvious being in the social and occupational realms. However one cannot ignore the professional and "structural" components. The former relates to how psychiatrists are perceived by fellow specialists in other medical disciplines, with the latter reflecting, for example, institutional or/and governmental attitudes. Either of these components might influence the extent to which mental health is prioritized, and accordingly adequately resourced and funded -with resource allocation potentially a proxy for such attitudes.
If a pharmaceutical company were to fund an initiative whose objective was to address "structural" stigma through developing mental health leadership, would that fall within the realms of altruism whereby, whilst emanating from a profitable organization, the initiative did not either directly or indirectly seek to promote sales of product? This is the question and ultimately the potential dilemma, if one subscribes to the "no free lunch" belief.
The idea of private-public partnerships is one that is increasingly promoted in order to secure the involvement of private enterprise funding in facilitating implementation of public sector projects. Those with means benefit those without. In promoting such projects there is a win-win situation whereby corporate social initiatives contribute to improved welfare for those in need -without an ulterior motive. One cannot argue that profit is an industry driver, but we may see a time where profit is not all that drives Patient access to care-a need for mental health leadership, and a role for industry industry, and that such an understanding enables a more collaborative relationship without the spectre of ulterior motives. Given resource issues in the developing world, such a relationship would be a highly attractive one. Ultimately, if patients benefit does it matter who contributes financially to such benefit? The debate has been rather polarized to date. Checks and balances are necessary in any relationship, especially where there are vested interests of a financial nature and the possibility of exploitation exists. In the ongoing debate about the industry-clinician relationship, the patient should not be forgotten. In funding mental health leadership programmes, for example, the discipline will be strengthened and patients will ultimately benefit. A recent editorial by Parker, Allen and Lund called for consideration of a public mental health component in specialist training, with a specific emphasis on reducing the "mental health treatment gap". 9 Such sentiment accords with a mental health leadership initiative, which serves as the basis for this editorial. If deemed of benefit it would then serve as a basis for roll out to a wider specialist and specialist trainee group at a national (South Africa) level, and beyond -but potentially without further industry support as educational institutions and/or professional bodies incorporate such capacity building into teaching programmes. Psychiatry needs to acknowledge that whilst structural/institutional stigma may well exist, the discipline needs to move beyond identifying such stigma and develop ways of addressing it. The capacity to engage strategically would appear to be a necessary component, and echoes one of the key objectives highlighted in the recently released Comprehensive Mental Health Action Plan 2013-2020 adopted by the World Health Assembly on May 27, 2013 i.e. leadership. However, beyond the aforementioned Plan's referral to Ministries of Health with regard to leadership, the current initiative seeks to develop capacity amongst those directly involved in patient care-clinicians. 10 
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